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F 000 | INITIAL COMMENTS FO00! 4t isthe pracﬁE& of this facility to
A Standard Recertficatl | and an Abbreviated ensure location of transfer Is
andard Recertlfication and an Abbreviate
Survey Investigating ARO#KY00014427, :‘I':""‘d"'d In any written notice of
ARO#KY00014428, ARO#KY00014429, scharge. Resldent #22 no
AROWKY00015014, AROH#KYQ0015530;:- e ., longer resides at the facility. A
AROHKY00016331, AROHIYO0C{ 5405+ EE{IM!E B discharge location was not
#1KY00016269, ARO#KY00018270, | | included on Resldent #22's
AROHKY00015271 was Initisted on 08/t tﬁ&%knu W0 R aischarge notice as the famil
concluded on 09/17/10. AlLlfe SafeyCode ¥ : v
—|——[-Survey was conducted-on-09/1 6/10-B¥tlclenclesslre—> 4was_9nabIa_tn_adequately
: were citad with the highest scope and severity of. TR provide care for the resident and
a"F", a discharge to the family resident
was not felt to be appropriate,
AROHKY00014420, AROHKY00015014, and T foalty Admimiaceator and
ARQ#KY00015269 were substantlated with ’
deficlendles clted. All other ARO's were Social Services were assisting the
unsubstantiated with 1o deflclencies cited. family in finding appropriate
© F 208 | 488.12(a)(4)-(6) NOTICE REQUIREMENTS F 203| placement.
g8=D | BEFORE TRANSFER/DISCHARGE
On 9/17/10 the Administrator
ek tho {holty must notly he resldent and revieused all lssued discharge
osident, the fao us | ;
If known, & famlly member or legal representative tetters on file to check that the
of the resident of the transfer or discharge and location requirement was met.
the reasons for the move In writing and in a The audit revealed no incomplete
langugge and manner they inderstand; record location requirements.
the reasons in the rasldeint'a clinteal record; and
include In the notlce the items described in
: On 8/17/10 the Administrator
e 6).of thig section, -
; p_g_agmph(a)(_)______m LT "I reviewed the vagulatory. . .
£xcept when speolfled n paragraph (e}(B)(1) of requirements for admission,
this section, the notice of transfer or discharge discharge and transfer
requlrgd under paragr?pl;\“(a)(ﬂl of thl% a;cﬂon tequirements and re-educated
must be made by the facility at least 30 days <
before the resident is transierred or discharged. the Social Services Staff on the
- requirements,
.| Notice may be made as soon as practicable
before transfer or discharge when the health of
individuals In the fecillly would be endangered
ORATORY DIRECTOR'S OR ﬁnownsa/suppﬁé'ﬁ AEPRESENTATIVES SIGNATURE TITLE ) 075
mwd}n- Hhotnton AdpainistatoC 1021 2el0

Any daﬂclejncy statement ending with an asterisk {*) denotes a daflclenoy whioh the Inetitution may be ex
other safeguards provide suffialent protection to the patients, (See instruotions.) Except for nursing home

followling the date of survey whether or not a plan of gorration

days following the date these doouments ae made available to the faollity. if deffole

pragrarm participation.

is provided. For nursing homes, the above

cused from correoting providing it 18 datermined that
s, he findings stated above are dlaclosable 80 days
findings and plans of cotrectlon are disvlosable 14
noles are cited, an approve

d plan of cotreotion is reguisite to continued
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F 203 | Continued From page 1 F 203 Any written discharge issued
under (a)(2)(Iv) of this section; the resident's during the next 12 months will be
health Improves suffiolently to ellow a more audited by the

immadiate transfor or discharge, under paragraph

]
(@)}2)(I) of this section; an immediate transfer or Administrator/Social Servlc

discharge I8 required by the resident's urgent ' Director to validate notice
medlcal nesds, under paragraph (a)(2)(l) of this - requirements are met in the
section; or a resldent has not resided in the - o content and to manitor ongolng
tacility for 30 days. ' . compliance with notice and
1 The written nolice specifled in paragraph (a)(4) of regulatory requirements.
- | this §&ction must inoluda the reason fof Transfer Results of the audits will be
or discharge; the effectlve date of transfer or reviewed by the facility QA

discharge; the logatfon to which the resident ia
transferred or discharged:; a statement that the Committee with revislon of the
'ras|dent has the right to appesl the action to the plan as deemed necessary by the
State; the name, address and telephene number Committee.

of the State long term care ombudsman; for
nursing fagility residents with developmental

disabillties, the mailing address and telephone The Administrator and Sactal

Director will be

number of the agency responsible for the Service

protection and advoosoy of developmentaliy responsible for overall 10/29/10
disabled individuals established under Part C of compliance,

the Developmental Disabllities Asslstance and Bill
of Rights Act; and for nursing facllily-residents
-who are mentally i, the mailing address and

| telephone number of the agenoy responsible for
the protection and advocacy of mentally lll
Individuais established under the Protection and
Advacacy for Mentally lll Individuais Act.

1 This REQUIREMENT is not met as evidenced

by;

Baged on intarview and record roview it was
determined the facllity failed to jnclude the
location fo which the resident was transferred or
.discharged, In the writtan notice of Intent to
discharge, for one of twenty-four (24) sampled
resldents (Rasldent #22).
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—[{(MD8)dated 01706/ O-revealad-thetacility

Thie findings include:

| Review of Flesldent #22's closed record revealed
an admlssion date of 12/23/09 and :
diagnoses which Inoluded Alzheimar's, Dementia
with behavlors, Anxiely and Psychosis. ‘

Review of the Admisslon Minimum Data Set

assessed Resident #22 as having both short and
long term memory deficits and as being
moderately Impaired with cagnitive skills for dally
deslsion-making.

Heview of the Resident Assessment Protocol
Summary (RAPS) dated 01/06/10 reveated the

to persistent anger, altered perception,
wandering, and reslsting cars. .

resident and his/her spouse by the facility
Administrator, dated 01/43/10, reveaied the
facllity would discharge the resident on 02/13/10

|l to the safety and wéll-bsing 6f yourssif and

other restdents of this facllity." The letter of intent
to discharge did not reveal a locatlon to which the
resldant would be transierred or dischargad.

11:18 AM revealed she considered the notice a
letter of "intent" and would not have diacharged
the residant on 021310 If-no location to which

by that date. She stated she had besn working
with the family to find & location but had not been
successiul heocause.no facillty wanted to accept
the resident due to his/her numerous aggressive

resident triggeted for mood and behavlors related

Review of the Intent to discharge letter sent 16 the

Interview with tha Administrator on 09:’16/10a‘ B

the resident would be transfetrad had been found
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* F 203 | Gontinued From page 8 F 208
behaviors. The Administrator stated the tamily
understood this was only a letter of intent, meant
to protect the resident and other residents of the
.| faclity, with the offer to assist the family in finding
another facility of the family's choosing.
Interview on 09/47/10 at 10:00 AM with Resldent.
#22's granddaughter revealed there was no
location provided in the notice to which the
redidant would bedischarged-and the famlly was
upset and stressed because they could not care
tor the resident at home and knew of no place to
take the resident, The granddaughter further
statad thet when they attempted to find & sultable
faollity tor Resldent # 22, no facility would accept
ihe resident when they read the Nurse's Notes
from the current facility. The granddaughter
stated the famliy believed Resident #22 would be
_| discharged from the faclity on 02/13/10
| regardiess of finding a sultabie facllity for the
rtesldent. She stated the resident's surviving
spouse was traumatized by this prospect and had
to sssk medical help due to this situation, i
I 270 | 483.20(d), 483.20(k)(1) DEVELOP F 279 . .
 s8=0 | COMPREHENSIVE CARE PLANS 1t is the practice of this facllity to
develop, review and revise each
A facliity must use the resulls of the assessment resident’s comprehensive care
to develop, review and revise the resident's pan in order to meet the medical
—fcompreheneive plnofote. .. . . | oofandnursingneedsofall. ... e
The faliity must develop a comprehensive oare residents.
“plan for each resident that Includes measurable
objectives and timetables to meet a resident's The comprehensive care plans
medioal, nursing, and mental and psychosoclal for Residents #13 and 14 were
heeds |haét s:re identified in the comprehensive updated on 9/17/10 by the MDS
assessment. ‘ ‘Coordinator to reflect oxygen
The oate plan must desoribe the services that are administration for the residents.
to be furnished to attain or maintain the resident's
FbRM OME-2687(02-08) Pravious Verslons Obaolato Bvant ID:VOIHH Faoliity 1D: 160110 ’ It continuation sheet Page 4 of 20
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highest praclicable physical, mental, and
psychosooial well-being as required under
§4838.28, and any sqrvices that would otherwige
be requlred uhder §4683.25 but are not provided
due to the resident's exercise of rights under
§483.10, Inciuding the tight to refuse treaiment |
under §483,10(b)(4).

This REQUIREMENT is hot met as svidenced
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Contlnuad From page 4 - 279(

Facllity Administrative Nurses
reviewed current residents’
comprehensive care plans on
9/25/10 for completeness of
orders/interventions to meet the
medical, nursing and
psychosocial needs of each
resident, These reviews also
included that oxygen

by:

Based on observation, interview, and record
review it wae determined the facllity failed to
ensure a Comprehensive Care Plan was
developad to meet the mediocal and nursing needs
for two (2) of iwenty-four {24) sampled residents
{Resident #13 and Resldent #14). The facllty .
falled to ensurs the administration of oxygen was
addressed in the Comprahensive Care Plan,

The findings inotude:
1, Hevlaw of the clinical record raveéled

Resident #13 was adm|tied with dlagnoses which
included Chronlc Obstructive Pulmonaty Disease

{COPD), Congestive Hoart Fallure (CHF), Anxiety

and Hypertenslon {HTN).
Review of the Physlolan's order dated 03/02/10,

saturafion above ninety percent (20%).

- Review of the Comprehensive Care Plan dated

06/04/10, revealed no documented evidence the
facllity addressed the resident's use of O2 and/or
the risk/safety factors related to O2 therapy.

2, Review of the clinical record revealed Resident

roveaied-an-ordor-for- Oxygen-(O2)-at-two (2) terg - - -
‘| paFminite par iasal cannula 16 malntaln ©2°

. daily 5 days a week to review and

‘psychosocial needs tdentifisd in

|-—-condltion—Unit-managers-will-- - - - - -z
monthiy review all resident

administration was on applicable
residents care plans.

On 9/17/10 the DON re-educated
facility administrative nurses on
initiating and revising
comprehensive plans of care.

The facllity CQt team will meet

discuss updates to resident’s care
plan for development and
revision of medical, nursing and

the comprehensive assessment

and with any change of

comprehensive care plans to
ensure ongolng compliance.
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0,
#14 was admitted on 02/09/10 with dfagnoses A 10% facility wide audit will be
which included Alzheimer's Disease, Diabetes, i completed monthly by the QA
and Bagal Cell Carcinoma. Review of Resldent Nurse of comprehensive care
| .
#14's clinical record revealed a Physiclan’s order plans for Inclusion of medical,

dated 08/01/10, for Oxygen at two (2) liters per
minute by nasal cannula, and to maintain the
-oxXygen saturation level above ninety (80) percent. e
iri addition, the Physician's order Indicated the . Results of the audits will be
resident was to have the oxygen saturation level reviewed in the monthly QA

nursing and psychosocial needs.

checked.avery shift Gommitted-meeting with-revision—
of the plan as deemed necessary

‘Observations throughout the survey revealed the by the Committee.

resident was recelving the oxygen as ordered.

Review of the Comprehensive Plan of Care The Administrator, Maintenance
updatad oh 06/02/10, revealed no interventlons Director, DON/Designee will be 10/29/10
related to the resldent's adminlstration of oxygen, responsible for overall .

-the checking of the resident’s saturation levels,
the monitoring of the resident's reapiratory status,
or maintalning the equipment,

compliance.

Interview wilh the Unit Manager (UM} where
Resident #14 resided on 08/16/10 at 3:00 P,
revealed he reviewed new orders daily. He stated
It was his responslbllity {0 ensure the oare plan
had baen updated to reflect new orders, or any
change in status. Continued Intarview revealec
the UM revealed he was unsure as to why

-Residant #14's plan of care was not updated a8 e
~Hindicated by thermaw order for 0xygen
administration,

Interview oh 09/17/410 at 11:55 PM with the
Directar of Nursing, revealsd the Comprehensive
Care Plan should have been developed and/or
tevised by the nurse when the order was laken
and the Unit Manager should have ensured the

-1 care plan was updated,

E 280 | 483.20(c))(3), 483.10(k)(2) RIGHT TO F 280
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88=D | PARTICIPATE PLANNING CARE-REVISE CP It Is the practice of this facility to
: - review antl revise the
The rasident has the right, unltess adjudged comprehensive care plan of all
Ingorpetent or otherwise found to be residents. The care plan for
Incapaciiated undar the laws of the State, fo " resident #2 1sed by th
participate in planning care and treatment or was revised by the
changes in care and treatment. Unit Manager on 9/17/10 to
reflect the discontinuation of the
A ccmprghenslva-care-;:qlan-rtnliat—be-devefoped— geti chair with implementation of
‘within 7 days after the completion of the
comprehensive assessment; prepared by an :;haelchalr utlliz_atl:n 'I’e'
Interdisciplinary team, that Includes the attending erapy recommendation.
physician, a registered nurse with responsibitity : :
for the resident, and clather apprepriate staff in The care plan for resident #13
disciplines as determinad by the resident's needs, :
and, to he extent practoable, the parlolpaton o s revisec i tho Unlt Manager
the resident, the resident's farnlly or the resident's o O refiect assesse
logal representative; and perlodically reviewad assistance needed for meal
and revised by a team of qualified persans afler consumption and current wound
each agsessment. treatment.
Facility Administrative Nurses
_ reviewed current residents’
_— ‘ comprehensive care plans on
gh:le REQUIREMENT is not met as evld_enoed 5/17/10 for completeness of
Based on ohservatlon, intarvlsw, and resord orders/interventions and
review It was determined the facillly falledto | revisionsto meet theassessed . .| .. . _i...
______ .reviewnand-revlseithe--Cor?preh(en?lve‘F!Ian of - “medical; nuringand -
Care for two (2) of twenty-four (24) sampled :
residents (Residents #2 and #13). The plan of ”""’I;""s""""' needs of each
care failed to reflect the discontinuation of a Gerl resident.
chalr for Resident #2. Resldent #13's plan of care
was not révised to Inolude required assist of one | On 9/17/10 the DON re-oducated
waund. initiating and revising
-| The findings include: comprehensive plans of care.
FORM CM8-2687(02-89) Pravious Verslons Olisolete Event ID:VBIH1; Faclllly ID: 100410 it continuation sheet Page 7 of 20
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1. Review of the clinioal record revesaled Resldent
#13 was admitted 04/23/09 with diagnoses which
Included Chronle Olistructive Pulmonary Diseass,
Maoular Dageneration, and Debility.

Review of the Quarterly Minimum Data Set (MDS)
Assessment dated 09/01/10, revealed the facllity
assessed the resldent as requiring one (1) person
assist with meals related to the resident's being
highly impalred,

The facillty CQl team will meet
dally 5 days a week to review and
discuss updates to residents care
plan for development and
revision of medical, nursing and
psychosocial needs identified In
the comprehensive assessment
and with any change of
conditlon. Unit managers will

(X4) ID SUMMARY STATEMENT OF DEFICIENOIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFIGIENCY MUBT BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE AQTION SHOULD BE GOMPLETION
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F 280 | Continued From page 7 F 280

H
i
|

Review of the care plan dated 06/04/10, revealed
no evidence the facllity had developed a plan of -
care related to Resident #13's need fo be

" | assisted by one staff while eating

Reoord review revealed on 07/27/10, Resident
#13 spliled hot coffee and recelved a second
degree burn measuring 1.5 centimeter by 1.8

1 cantimeter to the abdomen, and susteined

redness to the tight erm and thigh related to the
spliled ooffee. Review of the Nurses Notes and
care plan Update revealed on 08/31/10, the arm
and leg wounds were resolved and'treatment was
stopped. The abidominal wound treatment was
changed to a dry dresslng until reselved.

| Review of the ﬁhyslclan's orders revealed an

order dated 00/10/10 for a treatment to the.

~—I-gbdominal-wound-and-on-08/14/10-a-dlfferent -~ |-

treatment order was recelved. Review of the Care
Plan revealed the faclilty resolved the care plan.
related to the wound; however, the faclilty failed to
revige the care plan on 09/10/10 when the wound
reopened and new treatment ordaers were
obtained,

Interview on 09/17/10 at 11:68 AM with the
Diractor of Nursing, reveale_d the gare plan should

monthly review resident
comprehensive care plans to
ansure ongoing comphliance.

A 10% facility wide audit will be
completed monthly by the QA
Nurse of comprehensive care
plans for inclusion of assessed
medical, nursing and
psychosoclal needs.

Results of the audits will be
reviewed monthly by the QA
Committee with evaluation of
need for fusrther intervention or

change of the monltoringplanas |

committee.

The Administrator, DON, QA
Nurse and Unit Managers will be
responsible for overall
compliance.

10/29/10
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have been updated on 09/10/10 when the wound
status had worsensd. Further intarview revealed
the Nurge who regelved the order should have
updated the oare plan,

Record review and Interview with the .
Administrator on 09M16/10 at 9:15 AM, raveatad in
response to this incldent the faollity Inmediately
In-gerviced all btalf that baverages ware not to be
resident; all microwaves were

warmad for any resident
placed behind locked doors; and, licensed staff
wete educated related to standards and proper
food temperatures. The facllity aleo asseased all
rosidents to ensure the facliity was providing
proper assistance with meais, Further, the facllity
conduyctéd a Qualily Assurance meeting on
07/26/10 1o implament action plans related fo the
incldent and Informed the Medical Director of the
facllity's action, The facliity then put audit tools
into place to monitor point of service
temperatures, approptiate supsrvision during
meals, and staff knowledge.

2, Review of the olinicat racord for Resldent #2
raevealed an admission date of 03/08/10. The
-resident's diagnoses included Traumatic Hip -

| Fracture, Fraotured Neck of Famur, Alzhelmer's
Disease, Gensral Osteoarthrosis, and Muscle
Weakness.

I'Hoview of the Resident #2's Comprehensive Cate]

Plan revealed the resldent was care planned on
07/22/10 for the uge of a Gerl-chalr related to

" | decreased muscle contro! sgecondary to Alzheimer
disease.

Observallon on 09/14/10 at 11:55 AM and 12:20
PM, revealed Hesldant #2 sliting in a wheelchalr
eating lunch with assistance from an aide.
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: Qbaservatlon on 09/14/10 at 4:30 PM, reveatad provide and arrange service by

Resident #2 sitting In a wheelchair In the dining

aree-while watching television. Observatlon on qualified person in accordance

00/14/10 al 6:45 PM, revealed Resident #2 sitling ' with each resident’s written care
in a wheel chalr in the hallway next to another plan.
resident. :

The seat belt for Resident #11

Observation on 09/16/10 at 10:00-AM, revealed has been released during meals

Fesident #2 appeared to be sleeping soundly In

the-hig/er-reem-no-Gerl-chaii-noted:A —_and re-fastened after meals.
wheelohalr was ohserved to be pregent In

fesident #2's raom. Observation an 08/15/10 at Resldent #11 has been

12:00 PM, revoaled Hesldent #2 was Smmg Ina transferred and repos“-jonad

whee! chalr eating lunch. with 2 person assist. \
Interview with Unit Coordinator #1 on 09/16/10 at

4:16 PM, revealed Resldent #2 had been in a Nurse alde #3 was released from

Geti chair while therapy had been working with - employment on 5/23/10.
the resident due to pressure and positioning, He | :
further indicated the resldent did not currently Facility Administrative Nurses
ﬂiv:t§t§1°¥h°§r§£y afgﬂ }:’%sagﬂ;g:::rggaﬁcha"' reviewed that the care provided
discontinue the Gerl ohair and return the resident to current residents wasin
to the wheelchalr. Per interview, the Getl chalr accordance with each resident’s
should have been removed from the resldent's ' comprehensive care plans on
' | care plan. 9/17/10. '
F 282 | 483.20(K)(3)(Il) SERVICES BY QUALIFIED F 282
8s=0 | PERSONS/PER CARE PLAN '
_ o Gorvioss provided oF artangod by the faaily ~ |7 ___Incldent reports for 60 days prior. .. .|| -
RNV JSPRSR P -senvioes- .. ? thetgolllly |- - - 4510 . [ PO RPN PP R
must bie provided by qualified persons In t‘; 1‘:’ 125/ ml were revliwed by
accordance with each resident's written plan of administrative nurses for
oars, _ implementation of care plan
interventions.

This REQUIREMENT is not met as evidenced
by:

Basad on obsaervation , Interview, and rocord
review it was determined the facliity failad to
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follow the Comprehensive Care Plan for one (1) Re-education was provided by
of iwenty-four (24) sampled residents (Resldent the Staff Development
#11). Resldent #11's seat belt wasnot released - : Coordinator to staff on 5/24/10
during meais. In additlon, Resident #11 was care and 10/1/10 regarding following

planned for two (2) person assistance with care

neads. On 05/23/10 only one Certified Nursing’ resident’s established plan of

Assistant (CNA) provided agsistance with care- care.

needs, and Resident ¥#11 obtainad a ekin tear ; —

during care. ' Provision of care audits will be
1 ‘ completed by the QA

The findings include: : ‘Nurse/Administrative Nurses to

manitor that provision of

3. Review of Resident #11°s medical resord resident care Is congruent with

revogled the resident was admlited to the facility

with dlagnoses which included Alzhelmer's the care plan Interventions which
Dementla, Aphasia, status post left humeral are based on the residents
fracture, and Parkinson's Disease. _ C assessed needs. The audits will

Review of the facllity restraint evaluation dated ge cor:pI::‘:ed 3 “";;‘3 ;”ﬂeklv for
08/81/09, revealad the resident requlred the use weeks, then weekly for 2 weeks
of & seat belt restraint due to the laok of safety and then monthly.

awarenass. Review of the restraint assessment - Audit resuits will be reviewed
dated 08/24/10, revealed thé seat belt was to be monthly by the QA Committee

released dur_lng meais, with revision of the

‘Review of the Resident's Com_prehenslvé Care plan/monitoring as deemed by

Plan revealed the resident was care pianned to the QA Committee.

have the seat belt released during meal ime and

refastened after eating, e s s |_The Adminlstrator, DON,-and-QA -~} ooomfo e
| Obsetvation on 09/14/10 at i‘i’:’ié’)iiifi,’ "r'é'v“eaaa' o Nurse will'be responsible for 10/29/10

Resident #11 waa sitting in a wheel chair In the overall compliance, Co

dining room being assisted with eating lunch by a
family member with the seat belt buckled.

Observation on 09/1440 at 8:00 PM of Resident
#11 durlng the evening meal, revealed the seat
belt was still intact while the resident was eating
dinner,
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Observation on 09/16/10 at 12:00 PM of Resident
#11 during the lunch meal, revealed the geat belt
was still in tact while the resident was eating.

Interview with Unit Coordinator #1 on 09/16/10 at
4:16 PM, revealed the seat beit should be off

during méals. He further Indicated it was the best
time to release the seat belt bacause the resident

F 2682

F323
It is the policy of this facility to
ensure residents receive
adequate supervision and
assistance to prevent accidents
and injuries.

On 7/27/10 the facility staff

oould ba monitored.

2. Record review ravealad the annual Minimum
Data Set (MDS) Assessment dated 08/12/10,
reveaied the facllity assessed Resldent #11 ag
raquiring two (2) person assist with Activities of
Dally Living (ADLs), Bed Mobility, and Transfers,
Review of Resident #11's medlcal record reveaied
the facliily care plannad the resident as needing
the asslst of twe (2) persons with care needs.

Phone interview with Certifled Nursing Agsistant
{CNA) #3 on 09/16/10 at 3:30 PM, revealed on
06/23/10 she provided care to assigt the resident
with turning and rapositioning by herself, She
stated.the tesldent's fingernall had caused the
skin tear secondary to the way they had crossed
when she tuthed the resident. The CNA stated it
was her fault because she did not notlos Resident

‘| Phone Interview with Licensed Practical Nurse

{L.PN) #3 on 09/16/10 at 2:19 PM, revealed she
had bsen notiflad by CNA #3 of Resident #11's
skin tear. She further stated she assessad the
resident and CNA #3 told her she was in the
resident's room alone providing care. She further
indleated the Nurse Alde Care Plan stated the
rosldent was to be a lwo (2) person agsist.

#11-was.alwo.(2).person.assist onthe Nurse. ..} . .. |-
B /A entai i R

nurse took immediate action

- for Resident #13 to prevent

" injury by providing immediate
first aid to the resident’s
ahdomen, right arm and thigh.
Resldent #13 Is receiving
supervision with
food/beverage consumption
hased on her assessed need.
Resident #13 is racelving
treatments for any impaired
skin integrity.

Beginning on 7/27/10 and
continuing through 7/28/10 and
ongoing, the facility

_ have made rounds to identify
potential accident hazards. On
9/17/2010 facility rounds were
conducted by the Administrator,
DON and Maintenance Director

" with no other accident hazards
identified.

_Administrator/DON/Administrative |
1 Wiirsas and Maliitenance Director | oo
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F 282 | Continued From pagé 12 Eopp| The MDSs of current residents and
: - observations of current residents
Interview wilh CNA #2 on 09/16/10 at 2:46 PM . were completed on 7/28/10 and
- | who was currently carling for Resident #11, re-evaluation initiated on
revealsd her Nurge Aide Care Plan dooumented
the resldent was to have two (2) person asslst 9/17/2010 with completlon on
with care needs. 10/7/2010 to determine assistance
F 823 | 483.26(h) FREE OF ACCIDENT Fagy| and assistive devices needed and
§8=D utilized to prevent accidents.

The facllity must ensure that the resident
environment remains as free of acoldent hazards
as Is possible; and each resident receives
adeguate supervigion and assistance devices to
prevent accldents.

This REQUIREMENT is not met as evidenced
by: '

Based on interview and record review It was
determined the tacility fallad to ensura residents
received adeguate supervision and asslstance to
prevent accidents and Injuries for one (1) of

. | twenty-four (24) sampled residents (Residant

#13).+ Resident #13 spilled hot coffes on hisfher
ahdomen which resulted in a second degres burn

The findings include:

‘Review of the clinical redord revealed Resident

#13 was admitted on 04/23/09 with dlagnoses
which included Chronie Obstructive Pulmonary
Diseass, Congestive Heart Fallure, Macular
Degenetation, Diabetes, Debilily, Ostecatthritis,
Hypertension, Anxiety and Depression. -

to.the abdomen and redness to the right arm and |

On 7/28/2010 current residents
were assessed for needed
assistance with meals, Audits were
implemented to menitor point of
service temperaturas and provision
of appropriate supervision, On

' 9/17/2010 current residerits were
re-evaluated by facliity Unit
Managers for assistance with
meals. Auditing of polnt service
temperatures and meal supervision
was reviewed by the DON and
‘Administiator on 9/17/2010 with
no areas of concern. Ongoing,
point of service temperatures will

-~ ——continue- to-assure-continued —-- - |- oo

compliance with review by QA
Committee for need of revision to
. current plan
On 7/27/10 and 30/1/2010 the
House Supervisor hegan re-
educatlon of all staff on accident
hazards and supervision to prevent
accidenis. This re-education

FCGRM CM8-2667(02-59) Provious Versions Obsoleta
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asslstance with.eating.

Review of the 06/04/10 Minimur Data Set (MDS)
Assasgment revealed the facllily assessed the
resident to require one person to provide limited
assistance with eating. Review of the 03/09/10
Resldent Assessment Protocol Summary
revealed the resident's viston was highly impaired
retated to Macutar Degeneration. Review of the
July 2010 Certified Nursing Asslstant (CNA) Cate
Plan, revealed the resident required partial
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
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F 323
.| and SDC untll all staff was re-
educated.
An ad hoc QA Committee Meeting
was held 7/28/10 to review the
results of rounds, MDS reviews,
observations of residents for
needed assist to prevent accldents
and to evaluate the effectiveness
of the actlon.plan.implemented.on

Review of the Nurses Notes revealed on 07/27/10
the resident spilted hot coffes on his/her right
arm, thigh and abdomen and sustained a 1.5
cantimeter by 1.5 centimeter second degree burn
to the abdomen and reédness to the right arm and
right thigh. The resldent was In the dining room
when the Incident ogourred.-

Interview on 08/14/10 at 8:00 PM with Resident
#13, revealed a CNA reheated the cup of coffée,
gave It to the resident, and did not provide
assistance with the hot beverage. Further
interview revealed the resident had poor eyesight
and hisfher hands were shaky.

Interview on 08/16/10 at 4:30 PM with CNA #11,
revealed she reheatod colfee for two (2) other
residonts; howevat, the cups were switched and
Y] she.inadvertently.gave_Resident #13 thewrong. . | . . .
g guprof coffess Further interview revealed the -

. | resident dld not recslve any assistance wheh
he/she was given the coffes.

Intervisw on 08/17/10 at 11:65 AM with the
Diractor of Nursing, revealed the resident's abllity
to solf tead fluctusted; some days assistance was
needed arid some days It was not neaded.
Further Interview revealed the rasident did not

7/27/10. 1t was deemed the
facility was in compliance with
regulatory requirements and
facility standards for accident
prevention and assessad
supervision of residents.

On 9/22/2010 the QA committee
met to evaluate current audits and
determined facility to be in
compliance with determination to
continue audits and Interventions
for angoing monitoring, The
facility
Adminlstrator/DON/Administrative

Identify and monitor for potential
accident hazards. The QA Nurse
wiil complete weekly audits to

" monitor for needed assistance for
resldents to prevent accidents.
Point of service audits will continue
weakly.

Nurses and Maintenance Director |
{-will complete rounds weekly to -~ |-~ -
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F 323| Continued From page 14 Fap3|  Results of the audits and
renelve assistance at the time of the Incident. ' rounds will be reviewed in the
Record review and Interview with th monthiy QA Committeo
co and Interview )
Administrator on 08/16/10 at 9:15 AM, revealed In n‘:e:tlngdwith r:vision Of_th;
| response to this Inoldent the facility immediately pian as deemed necessary by
In-sarviced all staff thet beverages were not to be the Committee.
warmed for any tesident; placed all microwaves
e o cnd et propr Tood - el The Administrator,
&) a [ M .
temporatures—The-facllity also.assessed.all M_Dgz;gfince Dire;:tur,
residents to ensure the fecllity was providing Designee wiil be 10/29/10
proper assistance with meals, The tacllity responsible for overali .
conducted a Quality Assurance meating on - compliance.
07/28/10 to implement action plans related to the :
incldent and Informed the Medical Director of the
facility's action. The faclifty Implemented audit
tools fo monitor point of service temperatures,
approlpgate supervision during meals, and staff it Is the practice of this facility to
nowlaags. repare, distribute and
F 371 | 483.85() FOOD PROGURE, Fapq| Store prepare,

§8=E

STORE/PREPARE/SERVE - SANITARY

The facllity must «
(1) Procure food from sources approved or

'| considered satisfactory by Federal, State or logal
"authotities; and -

(2) Store, prepare, distribute and serve food
undet sanitary condilions

This REQUIREMENT is not met as evidenced
by: :

Basod on cbhservation, interview, and racord
review it was determined the facllity falled to
prepare, store, and distribute foad under sanltary
conditions. This was evidenced by ohservation of

T Ton9/1a/10the Distary Mamager LT T[T T

serve food under sanitary
conditions

On 9/14/10 the Dietary Manager
immediately. removed and
disposed of ail unfabeled and
undated refrigerated food items.

removed food items observed to
be outside of required ranges,
temperatures were taken on
foot items not previously
checked and bread crumbs were
removed from the bottom of the
mixing bowl,

FOHRM CM8-2687(02-90) Previous Verslons Oksolele
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F 371 Continued From page 15 371 0n9/17/10 the Dietary Manager
food items noted to be stored in the stand alone removed all trays, plates, bowls
refrigerator focated on the resident trayline which m ! ' d
were not labsled or dated; foods on the resident and cups that were cracked.
traylihe for the evening meel.of 09/14/10 were Sanitation rounds were
?hbserved t? b;fherfd a‘t:| ten?pleratu‘rjae:‘ Ioutazlgd)e ?ft X completed by the Dietary
ose requirgd for food safely, and, nine (9) of the
food tems for the evening maal on 08/14/10, did Ma;“f;"fo":' "i:,’“”t‘;'“" -D"::'da"
not have temperatures taken to ensure food on 9/17/10 to identify sanitary
safely standards were met before trayline began. condition parameters which
In addition seven (7).trays were_observed.to.have might-represent-areas-of
multiple cracks, and the standing mixer was ‘concern. None were Identified.
noted ta he stored covered with orumbs In the
bottom of “_rw mixing bowl. Dietary staff were re-educated
The findings Include: beginning 9/14/10 through
- ' 4108t 0:02 AM 9/17/10 by the Dietary Manager
1. Dur hg nitlal tour on 091 at 9:02 Al s . arding storage/laheling of
sevan (7) indlvidual serve bowls containing salad, . ;:ﬁd c:enriovln scr{:cked f:od
six (8) Indlvidual serve bowls contalning apples, ’ g
sixteen (18) Indllvidus! serve bowls contalning vessels/trays from service,
peaches, and twelve (12) individual serve bowls appropriate temperature ranges
of peaches and cottage oheese were noted to be and cleaning dietary
stored in the refrigerator located on the resident equipment/food vessels and
frayiine which were not labsled or dated. general dietary sanitation
— - Interviaw with the Dletary Manager on 09/14/10 at --requirements. - '
9:06 AM, revealed the tood lteme were used the Daily audits began b the Die
previous night and should have been dated Man‘;ger on9 ,ﬁJ /lovof food tary
f ref .
gofore bolng stored n the refigerator. | | emperaturesydating/latming -~ |-
T il TG todY of 08/14/10 at 9116 AM, the food items, observing for cracked
standing mixer was noted to-be stored and faod vessels/trays, cleanliness of
covered with orumbs In the mixer's bowl. dietary equipment/food vesssls
Interview with the Dietary Manager on 08/14/10 at and general dietary sanitation for
8:16 AM, revesled she had never seen the mixer one week.
being used sinoe sho worked at the faoflity.
However, it should be cleanad and then storad
oovered.
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Ongolng monitoring will continue

8. During the evening meal cbservation on 5 times per week by the Dietary

09/14/10 at 5:00 PM, the Certlfisd Cook #1 took

the temperatures of food for the resident trayline. Manager/Designee per daily

The pureed potato salad was one-hundred six quick rounds. The Administrator
(108) degrees Farenhelt, the pureed tuna was , will complete weekly quick
seventy-nine (79) degrees Farenhelt and the vounds. The facility Dietician will

pureed vegetable salad was sixty-nine (68)

degreos Farenhelt. Trayiine was noted to bagin complete monthly sanitation

.and residsnts weta served these tood tems rounds.

whose tamperatures were not held at the correct Results of the audits wiil be

temperature ranges for food safely. reviewed In the monthly QA

Intetview with the Dietary Manager on 09/16/10 at Committee meeting with revision

9:15°AM, revealed the pureed polato salad, of the plan per QA Committee

pureed tuna salad, and puresd vegstable salad recommendations.

were 10 have been served as cold food ltems.

She further indicated cold foods should not be The Administrator and Dietary 10/29/10

held at a temperature higher than forty-five (46)

degrees Farenhelt. Manager will be respansible for

aoverall compliance.

4, During the evening meal observation on
08/14M10 at 5:00 PM, it was noted while the
Certlfied Cook #1 checked the temperatures he
did not check the temperatures of all the food
1-belng-held-on resident trayline, Nine (9) food
items did not have temperaturas taken before the
trayline was started. The food items which dld not
have temperatures taken included the chicken

8trips, ground chicken, green bean puree,
mashad potatoas, gravy, corn, and corn dogs.

interview with the Certified Cook #1 on 09/14/10
at 6:36 PM, revealed he was trying not to use the
faod ftems which were alternates; however, he
keptrecelving tray cards which labeled dislikes of
fish. He also.indlcated that his temperature log
did hot have any extra space to dooument the

FORM CMS-2667(02-99) Pravious Veralons Obsolete Event 1D: vVaIHNM Faallity 1: 100110 If continuation sheet Page 17 of 20
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F 871 Continuad From page 17

food lloms,

Interview with the Dletary Manager on 09/14/10 at
0:15 AM, revealed every food item on the trayline
" | ahould have had a temperature taken just to be
oh the aafe side. She further Indicated she had
always assumed the Distary staff did take and
dooument the temperatures.

F 371

|——-6-Puring-evening-meal-observation-on-09/14/10
at 4:556 PM through 6:35 PM, seven {7) residen
trays were noted to be cracked and in poor rapair.

Interview with the Distary Manager on 08/14/10 at
4:55 PM, revealed the trays were replaced
approximately once per month, and the old trays
should be disposed when discoverad to be In
poor repalr.

483,65 INFECTION CONTROL,, PREVENT
SPREAD, LINENS

F 441
$8=D

The facllity must establish and maintain' an
Infaction Contro! Program desighed to provide a
safe, sanitary and comfortable environmant and
to help pravent the development and transmission
‘of diseage and Infectloh.

(a) Infection Control Program

in the facliity;

{2) Decldes what procedures, such as isolation,
should be applied to an Individual resident, and
(3) Maintains a record of incidents and corrective
actlons ralated to infections.

(b} Praventing Spread of Infection
"1 (1Y When the Infection Control Program

_ The iaolllw must eslablleh an lnfectlon Controd |
(1) Investigates. conlrols. and prevents Iniectlons

It is the practice of this facility to
provide a safe, sanitary and
comfortable environment and to
help prevent the development
and transmission of disease and
infection,

F 441

On 9/17/10 the DON replaced
the oxygen tubing for residents
#3 and #13.

#3 and 13 along with other
residents receiving oxygen were
secured with a clip which
attached to his/her chair or
_clothing to prevent the tubing
from touching on the floor.

e oxygen tubing for rasidents - | - | -
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Facllity ID: 100110

If continuatlon sheel Page 18 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/01/2010 -

) FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
BTATEMENT OF OEF[GIFNCIES {X1) PHOVIDEH/SUPPL‘EHICLIA - (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY‘
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
N . A. BUILDING -
c
185197 B WiNG 091772010

NAME OF PROVIDER OR SUPPLIER
NORTHPOINT/LEXINGTON HEALTHCARE CENTER

STREET ABDRESS, OITY, STAYE, ZIP COLE
. 1600 YRENT BOULEVARD

LEXlNGTON, KY 40516 .

“determines that.a resident nasds Isolation to

prevent the spread of Infection, the facllity must
lsolate the resident.

{2) The facliity must prohibit employaes with a -
sammunicable disease or Infected skin leslons
fram direct contact wilh residents or thelr food, If
dlrest oontaot will transmit the diseass.

(8) The facliily must requlre staff to. wash their
hands after each direct resldent contact for which
hand washing.is_indlcatad by accepted

(X4 1D - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION) TAG CROBS-AEFEAENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 441 | Continued From page 18 F 441

On 9/17/2010 facllity restdents
were observed by the Infection
Control Nurse for symptoms of
infectious processes related to
Infection control practices and
none wetre identifled. A review
on 9/17/2010 by the Director of
Nursing and Infection Control

professional practice.

{c) LInens

Parsonne! must handle, store, process and
transport linens so as to preve the spread of
infaction,

This REQUIREMENT Is hot thet as evidenced
by:

Based on ohservation and Interview It was
determined the facliity falled to utllize appropriate
measures to pravent the development and
transmission of Infeotlon within the facllity by

" -Halling to-ensure exygen tubing remained off of

the flgor for two (2) of twenty-four (24) sampled
residents (Resident #13 and #3).

Theﬂnglngs'"gmd@ LTI T

1. Raeview of the clinlcal record revealsd

‘Resident #13 was admitted to the facllity on

04/23/09 with diagnoses which inciudad Chronic
Obstructive Pulmonaty Disease and Congesﬁve
Heart Fallure.

Ohservation during the initlal tour on 09/14/10 at
0:45 AM, revealed Resident #13 was sitting In-a

~ control technigues.

education was completed with

Nurse-of the-tracking-and
trending of infections in the
facility revealed no pattern
related to inappropriate infection

All residents with oxygen tubing
received a clip to attach the
tubing to the resident’s chair or
person to avoid tublng touching
the floor,

In conjunction with this action

all nursing and activity staff to
ensure extra tubing is placed in a
bag attached to the concentrator

|- with-the drawstring pulled- tlghtlvm R [

for proper placement.

On October 28, 2010 the SDC
completed education with
nursing staff regarding Infection
control technicques to prevent
infection to residents.
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floor,

and the oxygen tublng again was cbserved on the

2, Review of the olinioal record revealed
Rasldent #3 wasa admilted to the facility on
03/08/10 with diagnoses which included Lung

Nurse and Infection Control

observe infection control
techniques with return

touch the flaor.

Disease and Congestive Heart Fallurs,

Obsaervation on 09/16/10 at 11:40 AM, reveated
. | the resident was sltting in the Dining Room and
| the oxygen tubing was ohserved on the floor,

interview on 09/47/10 at 11:56 AM with the
Director of Nursing, revealed she was unaware
tha oxygen tubing should not touch the floor, she
was only aware that the nasal cannula should not

ongolng compliance.

The QA Nurse and House

oxygen tubing.

Results of tﬁe audits will be

-plan-as deemed-by the
Committee.

n |- @ Administrator, DON, ... ...
T ireeton control Nurss and GA 1

Nurse will be responsible for
overall compliance.

Nurse will randomiy audit and

demonstration by staff to assure

Supervisor will conduct a weekly

audit to monltor dating, labeling
and appropriate placement of

reviewed by the QA Committee
monthly with revisions to the
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A. BUILDING
: C
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f_\.‘A'ME OF PHOVI[?EH OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 1600 TRENT BOULEVARD
NORTHPOINT/LE ‘ON HEALTHCARE : -
NTILEXINGT CenteR LEXINGTON, KY 40515
XD SUMMARY STATEMENT OF DEFICIENGIES  «, ) PROVIDER'S PLAN OF CORRECTION Xe)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
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F 441 | Continued From page 19 F 441 _ :

wheslchalr In his/her room, oxygen was In ugs, The facility CQl team will daily

and the oxygen tublng was observed on the floor. audit residents with active

Further observatlon on 08/16/10 at 11:40 AM infections for breaches in

revealed resident was sltting in the Dining Room infection control techniques. QA

10/29/10
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X4 ID  SUMMARY ETATEMENT'OF DEFICIENCIES D "PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PREQEDED BY FULL PREFIX (EAOH CORAEGTIVE ACTION S8HOULD BE COMPLETION
TAGQ REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CHOS8-REFERENCED TO THE APPROPRIATE DATE
; A DEFICIENCY)
K 000 | IN'TIAL. COMMENTS K 000 _
' Submission of this response and
AlLlfe Safely Code survey was inltlated and plan of correction is not a
Oonc!uded O?‘ 09]1 6[1 Os Tha f&clllfy was found 'egal ad mlss|on that a deﬂciancv
not fo meet the minimal requirerments with 42 . .
Code of the Federal Regulations, Part 483.70. exists or that this statement of
The highest scope and severily deficlency deficlency was correctly cited,
ldentified was a "F". and is also not to be construed
K 0891 NFPA 101 LIFE SAFETY CODE STANDARD K 069 as an admission of interest
C88=B) again the facllity, the
Cooking facllitfes are protected In accordance PR vinnc
| wih 023, 19.8.2.6, NFPA 86 Administrator, amployees,
, agents or other individuals
: ) ' B\ WHEEIHRY be discussed in
This STANDARD Is not met as evidenced by: Ec E this Fesonse and plan of
Based on abservation and interview [t was - dibn. |
daterminad the facliily fallsd to ensure the fire NOV 1 204 . lr:; n " nzdflg‘;?’s sion
axtinguisher used In the Kitohen area was jgr on and submi
malntalned according to NFPA standards. Yoot thig-plan of correction
does not constitute an admission
The findings include: A of agreement of any kind by the
Observation on 08/16/10 at 10:31 AM, revealsd Facllity of the cormse s o
the "K" type flre extinguisher located in the any conclusion set forth In this
Kitshen atea did not have the required sign. The allegation by the survey agency.
observation was canfirmed with the Mainlenance Accordingly, the facility has
Director. : g prepared and submitted this plan
Interview on 08/16/10 at 10:31 AM, with the of °°I"‘:°“°’; prior to the X
. | Maintenance Diracter, revesaled he was unaware resolution of any appeal whic
= o the HIBIRG SIgN foF the K" ypefies T | --may be-tiled solely bacause -
extinguisher. of the requirements under state
e and fecderal law that mandate
F;?;e:ar oe: NFPA 96 (1999 edillon) : submission of a plan of correction
A placard identifying the use of the extinguisher within (10} days of the survey
‘| as a secondary backup means to the automatic as a condition to participate
fire suppression system shall be consplouously in Title 18 and Titie 19 programs.
placed near each portable tire extingulsher in-the
cooking area. _
(PBORATORY DIRECTOR'S OR PROVIDER/SUPPLIER ZPAESENTATIVE'S GIGNATURE TOTIE {X8) DATE
- o Adrnioistadoc (931/2510
Any deflel

days following the date thess documents are made a
pragram parloipation,

y statemant ending \.‘mh.gn asterlsk (") denotes a deflelency whish the Institution may be excused from coracting providing it lspetemgned that
--othergafeguards. provide sufilclent protection to the patisnts, (Ses instructions.) Except tor.nuralng homes, the findinge lated above are.disolnsabld. 90.days
following the date of aurvey whether or not a plan of correction Is provided. For nursing homes, the above findings and plens of corraction are disslosable 14

vallable to the faclilty. If deliclencies are ollad, an approved plan of correction is roquisite to continued
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I;g:g NFPA 101 FIFE SAFETY CODE STANDARD - K078 The submission of the ptan of
Medical gas storage and administration areas are correction within this time frame
protected in accordance with NFPA 99, Standards should in no way be cqnsidered
for Health Care Facillties. or construed as agreement with
: the allegations of non-compliance
(a) Oxygen storage locations of greater than _
8,000 cu.it. are enclosed by a one-hour Jor admission by the facility. This
separation. plan of correction Is submitted as
(5) Locations v syt ‘ " facility’s credible allegation of
1{b) Locations for supply systems of greater than. : jance
3,000 ou.f, aro vented to the outside. NFPA 99 complia
4.3.1,1.2, 19.3.2.4
Corrective action completed
by October 28,2010 10/28/10
This STANDAF_!D Is not met as evidenced by: K069
gaaed on observation and Interview it was It is the practice of this facility to
etermined the facility falled to ensure oxygen .
supply areas where maintained according to ensure all fire extinguishers are
NFPA standards. Also, aleotrical switches and/or maintained according to NFPA
the elecirical outlats locations did not meet the standards,
requirements for the Life Safely Code. The facility immediately posted
The findings Include: appropriate signage for
6 - . the “K” type fire extinguisher.
QObservation-on 09/16/10 at 9:30 AM, revealed Temporary signage.
the f;lggan sglriglytrim ';m the Agne:ia ;ia;ﬂ was placed on September 16, 2010
. .| cOntained combustible {(paper and plastlo . - with
matetials located within two (2) fest of the oxygen w:th'.permanent signage ordered
cylinders. The observation was confirmed with received and placed on
| the Maintenance Director, September 28, 2010,
interview on-08/16/10 at 9:30 AM with the s : ;
Malntenance Director, revealed he was unaware The facility n}amtena}nce‘dlrector
of the combustible materlals bsing looated so evaluated all fire extinguishers
olose to the oxygen cylinders. present in the facility to ensure
appropriate placement and signage
FORM CMS-2007(02-80) Previous Varslons Obsolete Event ID: VetH21
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D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION oE)
PREFIX {EACH DEFICIENOY MUST BE PREGEDED BY PULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMFLETION
TAG HEQULATORY OR LSC IDENTIFVING INFORMATION) . TAG CROS8- HEFEHEBISE&E% g{f,E APPROPRIATE DATE
K 078 Continued From page 2 o K.076| The maintenance director
Observatioh on 08/18/10 at 10:%8 AM, of the inserviced all maintenance
oxygen supply room at Combs Nurses Station :
1 revealad thers were two (2) light switches looated staff and the safety
thres (3) feet from the floor level, and one (1) committee on required placement
alectrical outlet located one (1) foot fram the fioor and appropriate signage of fire
lsvel. Further abservation revealed the oxygen extinguishers,
: ?uppiy roorln on the Breokenr{d)g? Ha;l, had one
1) light switch localed three (3) test from the e
floor. The observation was confirmed with the An audit will be conducted
- ‘Maintenance- Director, - on a-monthly basis- »
Interview on 09/16/40 at 10:08 AM, revealed h fo assure appropriate signage of all
: , ravealed he s T
was not aware the electrical switches andfor the - fire extinguishers. The facility
electrical outlets locations dld not meet the Preventative Maintenance program
requiraments for the Life Safely Coda. will monthly check appropriate
; , signage of fire extinguishers
Reference: NFPA S8 (1900 Edltlonl). with any concetns
481412 to be audited and followed
4. The electric Installation in storage locations or through facility QA committee
manifold enclosures for nonflammable medical
gases shall comply with the standards of NFPA (R : :
70, Natlonat Eleotrioal Code, for ordinary F‘“CE“%S ‘f‘;l.“ bef‘”ewe‘.i -
locations, Electric wall fitures, switches, and by the facility QA committee to
receptacies shall be instailed In fixed locations not monitor ongoing compliance.
loss thap 162 ¢m (5 1t) above the floor as & Administrator and Maintenance
pracaution agalnst their physlclal damage. Director will be responsible for 10/28/10
overall compliance, '
| 8-31:11.2- . R
‘ Sto(rage for) r;)ontliammable gases(great?r t)han B 5 K076
m3 (300 ft3) but less than 85 m3 (3000 13 : H ; ilit
(A) Storage locations shall be outdoors in an Itis the pr""l‘l’“"e d‘?f;i'“s fact‘h y
enclosure or within an enclosed interior space of to ensure ail medical gas storage
noncombustible or limited-combustible. and administration areas are
construction, with doors (or gates outdoors) that protected in accordance with
can be secured agalnst unauthorized entry. NEPA 99 Standards for
(B) Oxidizing gases, such as oxygen and nitrous Health Care Faciliti
oxida, shall not be stored with any flammable gas, ¢ are Faciiues.
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K 076 | Continued From page 3 Kore| Oxygensupply rooms were

Hlguid, or vapor.

{C) Oxldizing gases suoh as dxygen and nitrous
oxide shail be separated from combustibles or

| materials by one of the following:

[ {1) A minimum distance of 8.1 m (20 fi)

(2) Aminimum distance of 1.6 m (6 ft) if the
antira storage lacation is protectad by an
autometlc sprinkler system designed in

.| accordance with NFPA 13, Standard for the
-|installation ot Sprinkler Systems. . . -

(3) An enclosed cabinet of noncombusttbta
conatruction having a minimum fire protection
rating of ¥ hour. An approved flammable liguid
storage cabinet ehall bs permitted o be used for
eylinder storage.

of 5 ft.

immediately corrected with
storage of all combustible
materials within proper
parameters of

5 ft from oxygen cylinders.
On September 20, 2010 all
affected light switches were
moved to the required heights

On September 20, 2010
electrical outlet were disabled,
removed and covered

and are non functional.

All staff were inserviced by

the maintenance director on
standards for oxygen storage on
September 20, 2010.

All oxygen storage rooms

will be audited weekly as a
part of the facility preventative
maintenance program,

Results of these audits

~will b wionitored torithly | |

through the facility
Quality Assurance Program

Results of these audits will be
teviewed by the facility QA 10/28/10
committee for evaluation and
need of revision
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